Victoria has built an international reputation as a pioneer of youth mental health. Notable research programmes on the prevention of psychosis and early intervention for first episodes of illness began in Victoria (Fusar-Poli et al., 2017) . In response to advocacy on early intervention, the Victorian government elected to invest in services for young people. As a result, Victoria spends twice the national per capita average on youth specific mental health services, according to the Australian Institute of Health and Welfare (https://www.aihw.gov.au/ reports/mental-health-services/mental-health-services-in-australia/reportcontents/expenditure-on-mental-healthrelated-services).
However, questions have been raised about Victoria's youth mental health services. In 2019, the Victorian Auditor-General reported to Parliament that the mental health system was failing vulnerable young people (https://www.audit.vic.gov.au/). Victoria's reform of mental health services for young people was stopped midway, leaving services more fragmented. Little action has been taken to address the inconsistencies in youth services: the state health department simply 'continues to provide funding for defunct programs, but does not tell health services what to do with it' (p. 39).
In 2019, the Auditor-General painted an even bleaker picture of Victoria's adult mental health system with poor community coverage, rising emergency department presentations, increasing acute admissions with insufficient hospital beds, resulting in shorter and shorter inpatient length of stay, and high unplanned readmission rates (https://www.audit.vic.gov. au/). These problems have arisen in part because Victoria's investment in mental health care is the lowest in the country, spending 11% less than the national per capita average. Most of the shortfall is within the general adult sector, where Victoria's expenditure is the smallest, spending 27% less than the national per capita average ( Figure 1 ). Consequently, Victoria has the lowest rate of community service contacts in the country (31% below the national average) with the poorest population coverage of any state or territory mental health service (at 1.1%, while the national average is 1.8%). Victoria also has the smallest general adult psychiatric bed base, being 34% below the national average and 44% below NSW's provision.
Clearly, successive Victoria state governments have failed in their primary responsibility -the provision of essential public mental health care for adults with severe mental illness, about 3% of Victoria's population. And the state's low investment has led to greater burdens being placed on carers and families who accommodate and support people with severe mental illness, on patients who are unable to access acute care or longterm rehabilitation and on staff who make the hard decisions about rationing care within an already stressed mental health system (Allison et al., 2017) .
In response to growing media scrutiny of a 'broken' system, the current Victorian government is holding a Royal Commission into Mental Health. One of the central issues is whether having world leading youth services, and the nation's lowest investment in general adult services makes sense.
The first and most fundamental question is whether youth mental health services can reduce service requirements in midlife, when the prevalence and burden of disease from severe mental illness reach their peak. The age-specific prevalence curve for
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Australian & New Zealand Journal of Psychiatry, 53 (10) schizophrenia is hill-shaped ( Figure 2 ). The World Health Organization's Global Burden of Disease study shows prevalence rises with first episodes in youth, but it is important to note that many new cases occur after age 25 (Charlson et al., 2018) . After onset, schizophrenia tends to run a chronic course, with only one in seven individuals meeting criteria for symptomatic and functional recovery. After midlife, prevalence begins to fall, due to premature mortality. Hence, the 'largest burden from schizophrenia is in the 25-54 year age group' (Charlson et al., 2018) . In midlife, patients with schizophrenia have higher rates of unemployment and homelessness, and Australian & New Zealand Journal of Psychiatry, 53 (10) are often living in poverty. Midlife is also the period of onset for physical health comorbidities. And many adult patients still rely on family and carers, especially if public mental health services fail them and their families.
The research evidence suggests that Victoria's youth programmes are unlikely to reduce the midlife peak prevalence and disease burden of schizophrenia. Prevention programmes for young people at clinical high risk for psychosis might have some small effect in reducing distress and improving functioning in the short term but have not been shown to prevent chronic psychosis. As Fusar-Poli et al. (2017) warn, 'the preventive effect is not sustained over a longer period of time (24 months and longer)' (p. 253), so the evidence suggests delayed onset rather than the prevention of psychosis. As such, preventive efforts do not halt the progression of the illness nor reduce midlife prevalence and disease disability. In addition, these authors also note that the three largest prevention trials were negative, casting doubt on the promising findings from earlierunderpowered -studies.
While in some cases early intervention improves the short-term symptomatic and functional outcomes for first-episode psychosis, Fusar-Poli et al. (2017) caution, 'most trials indicate that the benefits provided by early intervention services are attenuated over the long term, at more than 2 year follow-up' (p. 259). Even with the best early intervention programmes in the world, schizophrenia tends to follow a deteriorating course. For example, a careful 10-year follow-up of the Danish early intervention service for first-episode non-affective psychosis found that the initial benefits of early intervention (compared with standard care) had been lost, and most patients were left with enduring positive and negative symptoms (Secher et al., 2015) .
In Victoria, outcome research indicates that most young people do not recover after first-episode psychosis, even when treated by the state's most celebrated youth programme. Henry et al. (2010) conducted a 7-year follow-up study of patients treated at the Early Psychosis Prevention and Intervention Centre (EPPIC) for schizophrenia, bipolar disorders and related conditions. These researchers found that most patients (about 75%) did not recover, and only 'a quarter achieved both symptomatic remission and social/vocational recovery' after EPPIC (p. 716).
Conclusion
The early intervention paradigm, while intuitively appealing, evidently has significant shortcomings -both in theory and practice. As a strategy for the management of a chronic illness such as schizophrenia, it seems to be of limited benefit, and consistent implementation in practice has proven difficult because of a lack of understanding of the underlying pathology of the disease -especially with respect to its inception and progression. Consequently, prevention and early intervention efforts do not seem to change the long-term course of these illnesses.
The Commission has the authority to ask probing questions about Victoria's venture into the early intervention paradigm. For example, how well is Victoria's mix of generously funded youth and underfunded general adult services working? In particular, the Commission can examine whether the state's youth-focused service mix is producing better midlife outcomes with lower than expected rates of unemployment, better health, lower premature mortality, reduced suicide rates, lower substance abuse, less violent crime, lower incarceration rates and reduced homelessness among patients with schizophrenia. Or whether there is indeed evidence of an imbalanced system that is neglecting adults with severe mental illness, their families and carers, and increasing workplace stress among frontline mental health staff. These outcomes would exemplify the problems associated with adopting major administrative initiatives in response to powerful advocacy, but without evidence and with no attention to the wider consequences.
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